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National Cholesterol Education Month — September 2001 


High blood cholesterol is a major risk factor for heart disease, the leading cause of 
death in the United States. Lowering cholesterol levels reduces the incidence of heart 
disease and death among persons with or without coronary heart disease. To 
increase awareness of the importance of monitoring cholesterol levels and taking 
steps to achieve or maintain healthy levels, the National Cholesterol Education Pro 
gram (NCEP) sponsors National Cholesterol Education Month every September. This 
year, the theme is “Know your cholesterol numbers; know your risk.” 

In May 2001, NCEP released the Third Report of the Expert Panel on Detection, 
Evaluation, and Treatment of High Blood Cholesterol in Adults, Adult Treatment Panel 
lil (ATP tll), which recommends that adults aged >20 years have their cholesterol 
checked at least once every 5 years. Cholesterol levels can be lowered through lifestyle 
changes such as dietary improvement, increased physical activity, weight control, 
drug therapy, or a combination of these (7) 

During September, CDC-funded state cardiovascular health programs and their 
collaborators will conduct programs aimed at increasing awareness and understand 
ing of high blood cholesterol and its impact on heart disease. For example, the 
Montana state health department and Blue Cross Blue Shield of Montana have devel 
oped and broadcast radio public service announcements providing cholesterol educa 
tion. The Arkansas state health department will provide cholesterol educational infor 
mation sheets to the public and health-care professionals 

Additional information about how cholesterol may affect health and about the new 
ATP Ill guidelines is available at <http://www.nhibi.nih.gov/guidelines/cholesterol>*, 
<http:/Awww.americanheart.org/cid>, and <http://www.cdc.gov/nccdphp/cvd>. 
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State-Specific Trends in High Blood Cholesterol Awareness 
Among Persons Screened — United States, 1991-1999 


High blood cholesterol (HBC) is a major risk factor for heart disease. One of the 
national health objectives for 2010 is to reduce the percentage of adults aged >20 years 
with total blood cholesterol levels of >240 mg/dL (objective 12-14) (7). One strategy for 
achieving this objective is to increase awareness of HBC. State-specific data allow state 
health departments to monitor progress in educating the public about awareness of 
cholesterol levels and the need for persons to maintain low levels of blood cholesterol. To 
examine state-specific trends in the proportion of screened adults who reported that 
they were told that they had HBC, CDC analyzed data from the Behavioral Risk Factor 
Surveillance System (BRFSS) for 1991 through 1999. This report summarizes the results 
of that analysis and indicates that approximately one fourth of screened survey partici- 
pants were aware that they had HBC; this proportion increased slightly from 1991 
through 1999. Awareness of HBC is a necessary step to help persons take action to lower 
their cholesterol level and their risk for coronary heart disease. 

BRFSS is a random-digit-dialed telephone survey of the noninstitutionalized U.S. 
population aged >18 years. For this report, BRFSS data from 1991, 1993, 1995, 1997, and 
1999 were analyzed for 412,322 persons aged >20 years from 50 states and the District 
of Columbia (DC). Survey participants were asked whether they had ever had their blood 
cholesterol checked and, if so, had a physician or other health-care provider ever told 
them their blood cholesterol was high. Those who reported having ever had their blood 
cholesterol checked were included in the analysis and those who reported they had been 
told they had HBC were classified as being aware they had HBC (n=120,450). Data were 
weighted to account for the age, race/ethnicity, and sex distribution and nonresponse in 
each state. Analyses were conducted using SUDAAN 7.0 to account for the complex 
sampling design and to obtain accurate variance estimates. To allow for comparisons 
between states, the results were age-standardized with the direct method using the U.S. 
2000 standard population (2 ). Participation rates in BRFSS ranged from 71.4% in 1993 to 
55.2% in 1999. The prevalence of cholesterol screening during the preceding 5 years 
increased from 67.3% in 1991 to 70.8% in 1999 (3). 

Among all 50 states and DC that participated in BRFSS during 1999, the age- 
standardized prevalence of persons screened who were ever told that they had HBC 
ranged from 20.5% in Oklahoma to 33.7% in Nevada (Table 1). For the 47 states that 
participated in BRFSS in all years from 1991 through 1999, the age-standardized preva 
lence of HBC awareness among persons screened increased from 25.7% in 1991 to 
28.6% in 1999 (Table 1). The age-standardized prevalence of HBC awareness among 
persons screened increased in DC and 38 states and ranged from a 0.1 percentage point 
increase in Delaware to a 7.3 percentage point increase in Florida. The increase in HBC 
awareness was significant in Alabama, Arkansas, California, Florida, Georgia, lowa, 
Maryland, Minnesota, Mississippi, Missouri, New York, North Carolina, Ohio, South 
Dakota, Tennessee, Texas, and West Virginia. For eight states (Alaska, Arizona, Connecti- 
cut, Hawaii, Oklahoma, Rhode Island, South Carolina, and Vermont), the prevalence of 
persons screened who reported HBC decreased from 1991 to 1999 and ranged from a 
5.8 percentage point decline in Oklahoma to a 0.7 percentage point decline in Connecti- 
cut. The decrease was significant in Oklahoma. In Virginia, the prevalence of reported 
HBC among persons who ever had their cholesterol tested remained constant at 31.0% 
during 1991-1999. 
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Trends in High Blood Cholesterol — Continued 


TABLE 1. Prevalence of screened persons who were ever told they had high blood 
cholesterol, by reporting area — Behavioral Risk Factor Surveillance System, 
United States, 1991-1999 





% point change 

Area 1991* P 1999** 1991to 1999 (95% Ci") 
Alabama 25.3 31.3 
Alaska 32.9 é 3.6 7 29.3 
Arizona 26.4 . 23.4 
Arkansas 25.0 29.7 
California 7 £ 28.9 
Colorado 25.1 
Connecticut 4 4: g 26.7 
Delaware 2s 9. 29.7 
District of Columbia 22.1 
Florida é 29.8 30.1 
Georgia 23 2 4.3 28.7 
Hawaii q 5 30.0 26.7 
idaho 28.4 

IHinois ] 6 31.7 29.6 
Indiana ] 5 27.6 30.3 
lowa 2 f 26.5 28.5 
Kansas 26.1 25.8 
Kentucky § r 29.0 

Louisiana § 26.4 

Maine 31.1 29.9 
Maryland 28.3 29.5 
Massachusetts 24.6 28.8 
Michigan 30.0 31.2 
Minnesota 29.5 
Mississipp 27.5 
Missouri 28.8 
Montana 29.2 
Nebraska 28.6 
Nevada 26.7 
New Hampshire 30.6 
New Jersey 27.3 
New Mexico 27.1 
New York 26.8 
North Carolina 25.7 
North Dakota 28.0 
Ohio 23.4 26.0 
Oklahoma 6 21.7 
Oregon 26.1 30.3 
Pennsylvania 25.6 24.3 
Rhode Isiand 28.1 27.3 
South Carolina 27.2 23.9 
South Dakota 24.1 24.3 
Tennessee 24.0 28.9 
Texas 26.5 28.4 
Utah 24.8 26.7 
Vermont 28.7 24.8 
Virginia 31.0 29.3 31.0 
Washington 26.5 24.7 26.8 
West Virginia 29.6 29.8 34.2 
Wisconsin 26.4 é Z 25.0 29.4 
Wyoming NA y 29.0 29.5 i 
Total® 25.7 27.6 28.6 5 ( 2.5— 3.4) 


* Sample sizes for individual states ranged from 686 to 2387 adults aged >20 years who had their cholesterol 
screened in 1991 
Sample sizes for individual states ranged from 770 to 3083 adults aged >20 years who had their cholesterol 
screened in 1993 
Sample sizes for individual states ranged from 830 to 3810 adults aged >20 years who had their cholesterol 
screened in 1995 
Sample sizes for individual states ranged from 1024 to 3449 adults aged >20 years who had their cholesterol 
screened in 1997 
Sample sizes for individual states ranged from 958 to 5274 adults aged >20 years who had their cholesterol 
screened in 1999 

' Confidence interval. 

* Includes 47 states with complete data from 1991 to 1999 
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TABLE 2. Prevalence of screened persons who were ever told they had high blood 
cholesterol, by selected characteristics — Behavioral Risk Factor Surveillance 


System, United States*, 1991-1999 





e point change 


1991 1993 1991-1999 





Characteristic 


Age group (yrs 


Race/Ethnicity 
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programs to increase awareness of cholesterol levels, increased counseling by health- 
care providers, or an increase in HBC prevalence. However, data from the National 
Health and Nutrition Examination Survey (NHANES) suggest that cholesterol levels are 
declining (4) 

No national data allow state-level estimates of HBC based on actual blood cholesterol 
measurements. NHANES used directly measured cholesterol and observed decreasing 
cholesterol levels among adults between the 1971-1974 and 1988-1994 surveys (4). 
More recent data from NHANES are not available. The differences in reported HBC 
across demographic variables (age, sex, and race/ethnicity) in BRFSS are consistent 
with those measured in NHANES Ill (4) 

The findings in this report are subject to at least two limitations. First, BRFSS data are 
self-reported, and some respondents may have over or underestimated their HBC sta 
tus. Patients may not have been told that they had high cholesterol and may have under 
estimated their HBC status. However, the actual cut-point used by health-care providers 
is unknown, and patients with borderline high cholesterol may have been told that their 
cholesterol was high, which might have resulted in an overestimate of true prevalence. 
Second, because BRFSS is a telephone-based survey, and persons with lower socioeco 
nomic status are less likely than more affluent persons to have a telephone, persons with 
lower socioeconomic status may be underrepresented 

Control of HBC requires successful implementation of multiple steps among both 
patients and health-care providers, including ongoing screening for HBC, knowing one’s 
cholesterol levels, and treating and managing HBC through lifestyle changes (e.g., 
reduced dietary intake of saturated fat and cholesterol, increased dietary intake of vis 
cous fiber, increased exercise, and weight control) and medical treatment as appropri 
ate. The National Cholesterol Education Program of the National Heart, Lung, and Blood 
Institute recommends that all persons aged >20 years have their cholesterol checked at 
least once every 5 years (5). In May 2001, NCEP released the third Adult Treatment Panel 

ATP Ill) Report, which includes updated clinical guidelines for cholesterol testing and 
management (6,7). The new features of ATP Ill focus on primary prevention among 
those with multiple risk factors, including an assessment of the 10-year risk for a heart 
attack, modifications in lipid and lipoprotein classification levels, and implementation of 
the treatment recommendations 

HBC is a modifiable risk factor for heart disease. The benefits of cholesterol lowering 
include a decrease in the incidence of coronary heart disease and a decline in mortality 
among those with or without coronary heart disease (8-10). HBC can be prevented or 
controlled with increased physical activity, adoption of diets low in saturated fats and 
cholesterol and high in fruits and vegetables, and with the use of drugs that lower cholesterol. 
References* 

1. US Department of Health and Human Services. Healthy people 2010 (conference ed, 

2 vols). Washington, DC: US Department of Health and Human Services, 2000 
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Prevalence of Healthy Lifestyle Characteristics — Michigan, 1998 and 2000 


Most persons with chronic diseases such as cardiovascular disease, cancer, diabetes 


ind chronic lung disease share multiple common risk factors and lifestyle behaviors (7 


ybacco use, poor diet, and physical inactivity have been identified as the leading con 
tributors to overall mortality in the United States, accounting for one third of all deaths 
2 ); Michigan has a particularly high burden of chronic disease-related mortality (3). To 
haracterize the prevalence of four healthy lifestyle characteristics (HLCs) (i.e., healthy 
weight, adequate fruit and vegetable consumption, regular leisure-time physical activity 
LTPA], and not smoking) in Michigan residents, data were analyzed from Michigan's 
Behavioral Risk Factor Surveillance System (BRFSS) for 1998 and 2000. This report 
summarizes the results of the analysis, which indicate that the proportion of Michigan 
residents who engaged in all four healthy lifestyle practices was extremely low, and that 
the prevalence was influenced by sex, education and self-reported health status. The 
ymprehensive assessment of HLCs may be a useful adjunct to chronic disease surveillance 

BRFSS is a random-digit-dialed telephone survey of the noninstitutionalized U.S. 
population aged >18 years. Data were analyzed from 4816 adults for 1998 and 2000 
combined. Missing data from 502 persons resulted in a sample size of 4314. Healthy 
weight was defined as having a body mass index between 18.5 and 25.0. Adequate fruit 
and vegetable consumption was defined as eating five or more fruits and vegetables 
daily. Regular LTPA was defined as at least 30 minutes of physical activity five or more 
times per week. Not smoking was defined according to self-reported absence of current 
cigarette use (i.e., former or never versus current). Data were weighted to adjust for the 
probability of selection and the distribution of the state’s population by age, race/ethnicity, 
and sex. Descriptive analyses, including age-adjusted prevalence estimates, were 
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generated for each demographic variable (age, race/ethnicity, education, and household 
ncome) and self-reported health status using SUDAAN. Data were standardized by age 
to the projected 2000 U.S. population. Significant differences in the adjusted odds ratios 
AORs) for engaging in all four HLCs were identified using a multiple logistic regression 
model that contained all independent variables 

An estimated 37.9% (95% confidence interval [CI]=36.3%-39.5%) of Michigan adults 
had a healthy body weight, 22.8% (95% Cl=21.4%-24.2%) ate the recommended amount 
1f fruits and vegetables, 25.9% (95% Cl=24.4%-27.4%) engaged in regular LTPA, and 
2.3% (95% Cl=70.8%-73.8%) did not smoke. Overall, 11.2% (95% Cl=10.1%-12.3%) of 

ults engaged in none of these practices, 38.6% (95% Cl=37.0%-40.2%) in one, 33.3 
31.7%-34.9%) in two, 13.9 95% Cl=12.8%-15.0%) in three, and 3.0% (95% 

in all four 

‘he prevalence of engaging in all four HLCs was significantly different by sex, educa 
and health status (p<0.05) (Table 1). The prevalence of engaging in all four HLCs was 
lower in men (age-adjusted prevalence=1.6%) than in women (age-adjusted preva 
lence=4.5%; AOR=0.3; 95% Cl=0.2-0.5). The prevalence of engaging in all four HLCs 
ncreased with education. The prevalence in college graduates was more than three 
times higher than in those with a high school education or less (AOR=3.2; 95% Cl=1.7 
6.1). However, the age-adjusted prevalences were still very low in all three education 
jroups (Table 1). The prevalence of engaging in all four HLCs decreased with decreasing 
iealth status. Persons reporting excellent health had a much higher age-adjusted preva 

7.1 [95% Cl=5.3%-8.9%]) than adults with fair or poor health (1.0% [95' 
1.9%; AOR=0.1; 95% Cl=0.04—0.4]). However, the prevalence rates in all four 


groups were low (Table 1 


MJ Reeves, PhD, De; Epidemiology, College of Human Medicine, Michigan 
: ller, PhD, Bur of Epidemiology 
f Adult and Community 


al Activity, National 


Disease Prevent 1 and Hea 


Editorial Note: The findings in this report document the low prevalence of healthy 
lifestyles in Michigan. The prevalence of HLCs in this report is consistent with that in the 
Nurses Health Study for a similar grouping of five healthy lifestyle behaviors (4 ) and is 
indentical to that from the overall 2000 BRFSS data. When compared with other states, 
obesity and smoking in Michigan are higher than the national average (5 ). However, the 
daily consumption of five fruits and vegetables in Michigan is consistent with the national 
average, and Michigan ranked among the top 10 states for participation in regular and 
sustained physical activity in 2000 

Disease risk, especially that related to cardiovascular disease, has usually been 
examined separately. Some studies have measured disease risk mcre comprehensively 
by combining factors such as smoking, obesity, hypertension, and high blood cholesterol 
(6). This study used a similar approach by assessing the combination of healthy factors 
that reduce disease risk, which may be a useful adjunct to the more traditional risk factor 
surveillance method. 

The findings in this report are subject to five limitations. First, data were self-reported 
and some responses may be considered socially undesirable. As a result, respondents 
may both underreport weight (7 ) and overreport LTPA or fruit and vegetable consump 
tion. Second, BRFSS collects information about LTPA only and may underestimate total 
activity. Third, BRFSS estimates of daily fruit and vegetable consumption are similar to 
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Healthy Lifestyle Characteristics Continued 


TABLE 1. Age-specific and age-adjusted* prevalence of all four healthy lifestyle 
characteristics (HLCs)', and adjusted prevalence odds ratios’ among persons 
aged 18-74 years — Behavioral Risk Factor Surveillance System, Michigan, 1998 
and 2000 


Characteristic (%) (95% Ci**) Odds ratio (95% Cl) 
Age group (yrs) 
19.24 








5 + 


Sex" 
Race 


te 


CK 


Education" 


ege graduate 

Household income 
<$35,000 1634 
$35,000-$50,000 138 
»$50,.001 1516 

Health status" 

0.2-0.6 
( 0.1-0.3 
(0.04—0.4) 


valence estimates were age-adjusted using the 2000 projected U.S. population 





HLCs were defined as having a healthy body weight (body mass index between 
and 25.0), getting regular leisure-time physical activity (>30 minutes, five or more times 
week), eating fruits and vegetables five or more times per day, and not smoking 
sed on results of a multiple logistic regress n 1e! containing age, sex, education 
usehold income, and health status 
nweighted sample size for subgroups 
nfidence interval 
significantly different by sex after adjusting for all variables (p<0.0001) 
gnificantly different by education after adjusting for all variables (p<0.0001) 


se to the question, “Would you say that in general your health is excellent, very 


' 
‘ 

ood, fair, or poor HLC significantly different by health status after adjusting for all 

riables (p<0.0001 


estimates based on multiple records but are smaller than estimates based on more 
extensive food-frequency questionnaires (8 ). Fourth, the number of black respondents 
in this study was too small for meaningful analysis. Finally, noncoverage and nonresponse 
biases related to telephone survey data may affect estimates 

Findings from previous epidemiologic studies (6,9 ) underscore the need for compre 
hensive primary prevention activities to reduce the prevalence of common chronic dis 
ease risk factors. Primary prevention may be a useful strategy in promoting the adoption 
and maintenance of HLCs (10). Primary prevention includes addressing the underlying 
social determinants that lead to behavioral and physiologic risk factors by mobilizing 
both health-care providers and the general population to adopt new policies. These 
policies include regulatory, educational, and environmental changes designed to facili- 
tate the implementation of prevention programs. 
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In Michigan, two initiatives sponsored by the Michigan Department of Community 
Health (MDCH) and the Governor’s Council on Physical Fitness promote physical activity 
and healthy weight. First, a voluntary Exemplary Physical Education Curriculum pro 
vides school-aged children with the fitness levels, motor skills, activity-related knowl- 
edge, and personal/social skills needed for an active life. Second, environmental changes 
that make it easier and safer for persons to be physically active are encouraged through 
the “Promoting Active Communities Award,” which recognizes communities that enact 
policies to promote physical activity. To promote a healthy diet, MDCH’s 5-A-Day pro- 
gram provides technical support, information, and materials to local agencies to assist 
them in conducting local programs. MDCH also works with grocery stores to provide 
education materials and grocery rewards to consumers to encourage them to eat fruits 
and vegetables 
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Outbreak of Powassan Encephalitis — Maine and Vermont, 1999-2001 


Powassan (POW) virus, a North American tickborne flavivirus related to the Eastern 
Hemisphere’s tickborne encephalitis viruses (7), was first isolated from a patient with 
encephalitis in 1958 (7,2). During 1958-1998, 27 human POW encephalitis cases were 
reported from Canada and the northeastern United States (3). During September 1999- 
July 2001, four Maine and Vermont residents with encephalitis were found to be infected 
with POW virus. These persons were tested for other arbovirus infections found in the 
northeast after testing for West Nile virus (WNV) infection was negative. This report 
describes these four cases, summarizes the results of ecologic investigations, and dis- 
cusses a potential association between ticks that infest medium-sized mammals and the 
risk for human exposure to POW virus. The findings underscore the need for personal 
protective measures to prevent tick bites and continued encephalitis surveillance. 
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Case 3. In July 2000, a 25-year-old man from Waldo County, Maine, sought medical 
care at a local hospital for fever of 101.3 F (38.5 C), headache, vomiting, somnolence, and 
confusion. On clinical examination, the patient had difficulty answering simple questions 
ind was intermittently uncooperative. He had bilateral hand twitching, muscle weak 
ness, and pronounced lip smacking. CSF contained 920 WBCs/mm+ (74% lymphocytes) 
with elevated protein (77 mg/dL). EEG showed diffuse background slowing consistent 
with encephalitis. After 11 days of hospitalization, he was transferred to a rehabilitation 
f y. When discharged home 44 days later, the patient required assistance to stand 

perform daily activities. Serum specimens and CSF collected 3 days after illness 

set were negative for antibody to WNV and SLE virus but positive for POW virus 

specific IgM antibody. The serum sample also had neutralizing antibody (1:80 titer) to 

POW virus. At the time of illness onset, the patient worked as a logger and lived in rural 
Maine where he raised livestock 

Case 4. In September 1999, a 66-year-old man from Washington County, Vermont, 
sought medical care at a hospital for somnolence, severe headache, increasing confu 
sion, and bilateral leg weakness that developed over 6 days. On clinical examination, he 
was afebrile but had slow speech, memory loss, a wide-based gait, and bilateral weak 
ness in proximal lower extremities. CSF contained 54 WBCs/mm* (95% lymphocytes) 

and elevated protein (67 mg/dL). An EEG showed diffuse background slowing consistent 
»phalitis. When discharged home 11 days later, he could walk but had cognitive 


ng severe memory lapses. Serum specimens collected 19 days after 


CUA 


liness onset contained POW virus cific IgM and neutralizing antibody (1:640 titer) but 


no antibody to WNV and SLE virus. During the month before illness onset, the patient 


traveled frequently to ¢ f e where he saw numerous squirrels and skunks 
] ‘ 7s MD 
neGeneral Med 


iDeiczyk 


JS Viseases vat 77 Center Ou f 
Editorial Note: These four cases of POW encephalitis are the first reported in Maine and 
Vermont and the first in the United States since 1994 (4 ). Since the introduction of WNV 
nto the northeastern United States in 1999 (5), testing for POW virus and other 
arboviruses that cause encephalitis has increased (CDC, unpublished data, 2001). These 
ises were identified as a direct result of requests for WNV testing. As surveillance 
continues, knowledge of the epidemiology of POW virus in the United States may 
ncrease 
In North America, POW virus has been isolated from four tick species, including 
Ix. cookei, Ix. marxi, lx. spinipalpus, and Dermacentor andersoni; a variant POW virus 
also has been isolated from /x. scapularis; and evidence of infection has been found in 
38 mammal species, primarily woodchucks ( 7,6 ). Unlike /x. scapularis, the primary vec 
tor for Lyme disease, Ix. cookei rarely search for hosts on vegetation and are often found 
in or near the nests or burrows of medium-sized mammals. Infections have occurred 
from May to December, with a peak during June-September when ticks are most active 
1). Although neither the first or second patients recalled tick bites, ecologic investiga 
tions suggest that their illnesses resulted from visiting or living in areas where ticks are 
common. As with many infectious agents transmitted by /xodid ticks, few infected per 
sons recalled tick bites because these ticks are small and can be easily missed (3). 
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Powassan Encephalitis 


POW encephalitis is associated with significant long-term morbidity and has a case 
fatality rate of 10%-—15% (1,3). Because there is no vaccine or specific therapy for POW 
encephalitis, the best means of prevention is protection from tick bite. This includes using 


nsect repellents, wearing light-colored clothing with long sleeves and pants tucked intc 
socks or boots, avoiding or clearing brushy areas, and removing ticks before they attach 
or as soon after attachment as possible. Checking family pets also can prevent ticks from 
entering the home. Because /x. cookei are often found on woodchucks and skunks and 
may be the primary vector of POW virus, environmental controls reducing human con 
tact with small and medium-sized mammals should reduce risk for exposure to POW 
virus-infected ticks. Persons should keep areas adjacent to their home clear of brush 
weeds, trash, and other elements that could support small and medium-sized mammals 


When removing rodent nests, avoid direct contact with nesting materials and use sealed 


J 
| 


plastic bags for disposal and to prevent direct contact with ticks 

Because of the lack of awareness and the need for specialized laboratory tests to 
onfirm diagnosis, the frequency of POW encephalitis may be greater than previously 
suspected. POW encephalitis should be included in the differential diagnosis of all en 
cephalitis cases occurring in the northern United States, especially the northeast. Labo 
ratory tests for POW virus infection are not commercially available but can be requested 
through state public health laboratories for testing at COC. Awareness should be pro 
moted among clinicians and public health staff, and tick-bite prevention strategies em 


phasized for the general public 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending September 1, 2001, with historical data 


CASES CURRENT 
4 WEEKS 


Hepatitis A 4 626 


Hepatitis B 417 


DISEASE DECREASE INCREASE 


Hepatitis C; Non-A, Non-B 69 
Legionellosis 66 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





Ratio (Log Scale) 


Beyond Historical Limits 


Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending September 1, 2001 (35th Week)* 





Cum. 2001 Cum. 2001 
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western equine Toxic-shox 
lisease (leprosy 51 Trichinosis 


S$ pulmonary syndrome | 
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on, pediatric” s Yellow fever 


Plague 














No reported cases 
cidence data for reporting year 2001 are provisonal and cumulative (year-to-date 
Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Preventior Surveillance and Epidemiology, Nationa! Center for HIV 
STD, and TB Prevention (NCHSTP). Last update June 26, 2001 
‘Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending September 1, 2001, and September 2, 2000 (35th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 1, 2001, and September 2, 2000 (35th Week)* 





Hepatitis C Lyme 
Gonorrhea Non-A, Non-B Legionellosis Listeriosis Disease 


Cum Cum Cum | Cum — Cum Cum | Cum 
Reporting Area 2001 2000 2001 2000 2001 2000 2001 2001 2000 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 1, 2001, and September 2, 2000 (35th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 1, 2001, and September 2, 2000 (35th Week)* 

Shigellosis Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 


Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2001 2 











2000 

















2001 2000 2001 2000 2001 


648 14.589 ¢ 8 183 372 4,099 7,908 


sS 


Amer 


c.N.M.I. 4 U U , 20 





Not notifiable U: Unavailable No reported cases 

cidence data for reporting year 2001 are provisona! and cumulative (year-to-date). Incidence data for reporting year 2000 are finalized 
and cumulative (year-to-date 
individual cases can be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the Public 
Health Laboratory Information System (PHLIS 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks endin 


and September 2, 2000 (35th Week)* 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks endin 
and September 2, 2000 (35th 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
September 1, 2001 (35th Week) 
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